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APPLICATION FORM FOR ASSISTANCE (Healthcare)
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DECLARATION by APFLICANT, SEEs gy = o

131 higraby confiem that all detsils in this Farm-are Trua o the best of my knowledge, Any falze-stalement will rander rivy Applicalion & ongoing assistance, if any,
figkhe Tor relectionicanealiation.

7)1 selemnly confirm that assistance, f recaivad from Koshika Foundation, will be used enly for the *purpose”, as stated in this Farm, for which such assistance
was requested by me,

a3 | haraby confirm (st | have rot & will notin future, 2vail of reimbursement, in part of in b, fram any olher seureaismpioyarinsurantce company, of Ine smount
for which this assistance | requesied,
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AGREEMENT by APPLICANT (a74=% &I 1)

1) By affixing my gignature or thumb imgression on this Form, | (Applicant) herehy sgras & sulhorise Koshika Foundation and it's Trustees 1o

uge/nubdishipli-uptrepradues my name, address; phaio & dataits ol the "purpose”, for which such assistance |5 requesiedigranied, through amy

medium, including bul ot limited to verbal, print, slecronic, for soliciting donations for Koshika Foundatfon andfor disseminaling Infarmation about It's

aciivitlies/achimyamants. Sueh use of my photo & detalls can be mada by Koshika Feundation bafore or after my treatment or fulfilment of ing "purposa”

for which assistence is belng requested.

) | (Appileant) further agres hal any such use of my nems, address, phofo & details of \he "purposs”, for which such azsistance is requestedigranted,

will not automatically entitie me for recelving or continuing (he said assislance. The declsion for gfanbing and/or confinuing the assketance will rastsolaly

with [he Trusless of Koshika Foundalion, and thair dacision ts this ragand will be final and acceptabie o me
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AGREEMENT by HOSPITAL (¥syms §m w01)

By mifixing haseunder, signature-of our Authorised Signatory for recommanding this casel/patiant fof financial assistance from Kashika Foundalion, we
{Hospital) haraby affirm & socept foflowing.

1] thet wa neither are presently ror will in futurs svail of financial assistance from-anather NGO or any other source, for the same petlanticass, ne we e
requesting to get from Koehika Foundafion, 1o the exlent that such assistanca iz graning by Koshika Feundation. |f the requested sssistance is nol grantsd
by Keshika Foundation, in part or in full, then the Hespital reseryes s nght 1o meke up the shartfall fram anathier NGO or any olher sourcs. This
confirmation essentially states thal the Hospital will not avidil any duplicate assistance for the sama potienticese from any other NGO or any other source
2\ The assistance from Koshika Foundation is only finaneial in nature. The chafcs of the teatmentiprocedure advisediconducied hy the Hospital on the
patlent, is hased on the srengement babwasn the patient & the Hospllal, and s in no way influencad by Koehike Foundation. Hence, the Hospital will
assume sole & complets respansibility of the treatment & s oulcome & safety of the patlant, and Kashika Foundaten will nave na rals ar resoonsibility
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